7e49 days). In 16% of patients time to enter care took over 150 days; those infected by heterosexual contact or injecting drug use were more likely to be in this group. Patients born outside the Netherlands were also more likely to enter care late. 2). From February 2009 until April 2010, 120 participants were included in the study (response 70%). The majority (n¼108) were men who have sex with men (MSM). For 78% of participants a date of entry into care was known; median time into care was 8 days (range 0e104 days). Twenty two per cent had not entered care yet of whom 16% had CD4 cell counts below 350. Of participants who were directly referred to an HIV treatment 10% delayed for medical care compared to 45% of participants wanted to make an appointment on their own initiative. Conclusions Specific subpopulations such as heterosexuals and ethnic minorities are at risk for entering care late after being diagnosed HIV positive. Results from the prospective study show that direct referral from STI clinic to an HIV treatment centre leads to less delay. Testing of those at risk is not enough to interrupt HIV transmission chains, entry into care needs to be assured as well. Background The STI services can reduce HIV transmission and have been the important component of HIV control programmes. In China, the STI services remain weak. Under the framework of AIDS control programme of the Global Funds Round 4, we conducted the sub-programme to improve STI services in 21 counties of 7 provinces in China from 2007 to 2009, including oneweek training workshops for all STI care providers, two-month field training for key STI clinicians at STD Clinic of National Center for STD Control, STI drug assurance, and quality services offering for STI patients. Annually the effect of STI services was assessed according to the guideline of WHO/UNAIDS in the 21 counties. Methods The assessment of STI services was through health facility survey, including three indicators: (1)STI service indicator 1 (SI1) is defined as the per cent of patients with STIs at observed health care facilities who are appropriately diagnosed and treated according to the national guidelines on STI treatment in China; (2) STI service indicator 2 (SI2) is defined as the per cent of patients with STIs who are given advice on condom use and partner notification and referral for HIV testing in term of national standards; (3)Standardised STI service indicator (SSI) means the comprehensive case management including SI1 and SI2. The sample size of STI patients between provider and client interactions observed was 40 per county according to the recommendation of national experts. Data were collected in observations of provider-client interaction at the healthcare facilities offering STI services by trained professionals. The software of EpiData3.1 and SPSS 11.5 was used to data entry and analysis. Background The STI clinical encounter is an opportunity to identify and prevent new HIV as well as STI infections. We sought to evaluate the STI clinical encounter among public and private clinicians in South Africa to determine opportunities for improved prevention services. Methods From November 2008 to March 2009, we studied the knowledge, beliefs, and attitudes of STI health care providers in rural and urban facilities in Gauteng Province. We selected public and private health facilities reporting >100 patients annually, stratifying among 6 municipalities. We interviewed managers from eligible clinics and all eligible staff to participate in self-administered, computer-assisted surveys. We used STATA 9 for univariate, stratified analysis by c 2 and Fisher's exact test. Results Of 641 eligible clinicians, 613 (96%) completed the survey, including 100% of public and 65% of private providers. Most clinicians were nurses (91%), female (89%), from public clinics (92%), and had formal STI (87%) or HIV (96%) training within 10 years. The median number of STI patients seen daily was 6 and most providers were experienced in STI care (median 9.5 years), although more so in private clinics (11.7 years). Most clinicians recognised most of the common syndromes and correctly identified treatment options, particularly for bacterial genital ulcer syndrome. Most (94%) understood genital herpes recurs, but only 85% agreed herpes could be treated. Nonetheless, misperceptions were common: less than half (48%) agreed with the statement that some STIs cannot be cured with medication," only 5% disagreed that "herpes is curable," 34% agreed "untreated STIs develop into AIDS," and 33% agreed that "HIV medications were more dangerous than having AIDS." STI or HIV training was either unrelated or inversely related to these misperceptions. While most providers (95%) felt offering HIV testing to STI patients was one of their most important responsibilities, many (27%) believed it permissible to test patients for HIV without consent. Clinicians reporting having STI or HIV training were more likely to agree with HIV testing without consent (30% vs 17%, p¼0.001) see Abstract O5-S2.04 table 1. Conclusions Most clinicians understood STI syndromic treatment, however many misunderstood important aspects of HIV/STI clinical care and their implications for prevention. Brief refresher courses on specific aspects of treatment and prevention may benefit HIV/ STI clinical care and prevention in Gauteng.
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Abstract O5-S2.04 Background WHO/UNAIDS recommends National HIV/AIDS and Sexually Transmitted Infection STI) Control Programs to implement integrated HIV, STI and behavioural surveillance to assess the disease burden, and to monitor the temporal trends of HIV/STI prevalence and high-risk sexual behaviours. Despite this recommendation, there is limited STI prevalence data available in many resource poor countries owing to lack of STI laboratory capacity to detect multiple STIs. The CDC STD lab explored the feasibility of a decentralised laboratory strengthening approach by applying more advanced molecular STI diagnostic methods to support the second generation surveillance (SGS) activities in the Central American Region during 2007e2011. Methods CDC STD lab developed a real-time multiplex PCR (MPCR) to detect Neisseria gonorrhoeae, Chlamydia trachomatis, Trichomonas vaginalis, and Mycoplasma genitalium. In collaboration with regional partners, CDC identified and transferred the diagnostic technology to a regional STI reference laboratory in 2008. The regional reference laboratory provides MPCR testing on specimens collected for surveillance purpose. This standardised SGS study design was implemented at regular intervals in multiple countries in the region to estimate the disease burden and to monitor temporal STI trends.
Results During 2007e2010, four national integrated sexual behavioural and biomarker surveys were implemented using CDC's affiliated regional STI reference center. The quality STI prevalence data was made available to the national HIV/STI programs in Honduras, El Salvador, Nicaragua and Colombia. Similar CDC supported surveillance studies are in-preparation in Guatemala, Belize, Panama, Honduras (second round) and the Dominican Republic.
Conclusions Based on the experience from the Central American Region, it is feasible to implement integrated HIV, STI and behavioural surveillance surveys using robust molecular techniques in resource poor settings. In collaboration with regional partners, CDC's approach to STI laboratory capacity strengthening through establishing a regional reference laboratory should be expanded to other regions. 
